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A Plea for Drastic Reform in the Teaching of Midwifery. BY G. W. THEOBALD, M.D.
THERE is a growing consciousness, which is not confined to medical circles, that the state of midwifery in this country is not what it should be. The official statistics are dreadful. Four women out of every 1,000 who give birth to children die through childbirth. That is to say that, assuming that a mother has four children, she undergoes a total risk of very little less than 1 in 250 of dying as a result of childbirth. Such figures are terrible, but they only represent a fraction of the truth.
Of the 3,000 mothers who die annually in England and Wales, over 1,000 die from sepsis. If 1,000 die, there is little doubt that a great many more are severely infected and barely escape with their lives. There is reason to believe that the actual number who die is greater than recorded, as these women who succumb within a short period of childbirth and are registered as dying from pneumonia should really be included in the deaths from sepsis. A large number of the gynaecological operations, including most of the ectopic gestations, with the risk to life and the long period of disability involved, are made necessary by bad midwifery.
A far greater number of women suffer ill-health and varying degrees of inconvenience, often amounting to pain, all their lives, but either cannot bring themselves to face the ordeal of a gynmcological examination, or consider that such discomfort is the heritage of all mothers. The numbers of these sufferers is enormous.
Finally, we may consider the sum-total of misery, the broken homes, the orphans, the widowers. What more need be said to prove that the cold figures of the Registrar-General only give a very faint idea of the ghastly results of childbirth in England and Wales?
In order to improve matters various steps have been taken. The midwives have been registered. Ante-natal clinics have been formed in a large number of centres. There has been an alarming increase, more far-reaching than is realized, in the State control of midwifery. A vast amount of money and effort have been expended and there is very little cause for congratulation. In fact, the figures do not show that amount of improvement that could reasonably have been expected, even if such efforts had not been made. There is indeed reason to believe that further improvement is not likely, but rather a deterioration may be anticipated in the future. The midwife is expected to know too much, and a midwife who knows too much is a danger to the community.
A highly educated and trained sister in the operating theatres of our great hospitals would not dream of opening a superficial abscess, and yet a woman with less advantages in surgical and other training is expected to make a vaginal examination, to deliver breech presentations, and in what she considers an emergency remove a placenta.
The doctor is getting less experience in normal midwifery, and will not be so good at abnormal work as the old practitioner, who learned his obstetrics after he qualified by being an assistant in a large midwifery practice. Lastly, the ante-natal clinics, with all their potentialities for good, may in fact be a source of danger, for they have made possible an enormous amount of meddlesome operative midwifery.
There is one solution to the problem wbich has not been given a fair trial, and that is an improvement in the teaching of midwifery. I am convinced that radical and obvious changes in the teaching of midwifery would be of more value than all the other efforts put together, in reducing maternal injuries and mortality, and far less expensive. I propose giving you some idea of the way in which obstetrics is being practised, by supplying a short r6sum of some of the cases admitted to the Leeds Maternity Hospital during 1925. Practically all the cases were admitted, treated and recorded by myself.
1493.-Primipara, aged 25. Labour said to have started five days before admissionin which time she had about five minutes' sleep. Unsuccessful effort at delivesry wvith forceps. Patient admitted to hospital, worn ouit, the head high and the external os only one-quarter dilated. Morphia and scopolamine were giveen and the head later callle down and was lifted over the perineulm with forceps. Vagina torn to ribbons. Doctor thought that lhe " was pulling bone against bone damned hard," and he was. 10 S.W.G. Not morbid.
755.-ll-para, aged 42. Changed a face-presentation to vertex-and tried to deliver head with forceps. Head was high above brim, annd the obstruction was caused by the placenta.
1028.-3-para, aged 31. Doctor applied the forceps for an hour or so-and then sent for another doctor. Attenmpts at delivery were made lasting for five lhours. The woman was ultimately brought into hospital. The forceps were applied and delivery was fairly easy.
The vagina was torn to ribbons. The patient had a severe pararmetritis and was in hospital for eight weeks, her temperature going up tQ 104°F., and went out a physical wreck. 525.-1-para, aged 33. In labour twenty-four hours. Head above brim. One doctor put on forceps and pulled hard. He then sent for another doctor who pulled hard. The patient caine into hospital in a seriously collapsed condition and with the head higlh. She was given some scopolamine and later some niorphia, and the head came down to the perineum and was lifted over with forceps. The vagina was torn to ribbons. The mother ultimately recovered and the child did well.
494.-1-para, aged 35. Primiary uterine inertia. No sleep for five days-frequent va,ginal exanminations. On admission the head was not engaged by its greatest diamleter. Morphia.
Scopolamine. Quinine. Forceps. Walcher's position. Female child, 7 lb. 10 oz., did well.
191.-1-para, aged 27. The forceps were applied one evening, but after long efforts at delivery had failed, the woman was left. Next morning the forceps were again applied, but in vain, and so the woman was admitted to hospital! A baby, weighing 8 lb. 14 oz., was delivered by the forceps, and did well (forceps in middle strait).
655.-1-para, aged 21. Brought in by the doctor in his own car for immilediate Cassarean section. The head was well engaged. An injection of morphia and scopolamine wtas givell.
A living baby weighing 7 lb. 8 oz. was born in six hours.
1262.-2-para, aged 31. Doctor caine to the hospital to see a Ca-sarean section, but the baby was born spontaneously soon after the mnother was admnitted.
1167.-3-para, aged 29. Sent in as a case of obstructed labour, after prolonged efforts at delivery with the forceps, and still under the anfesthetic. An enelmia was given and a catheter was passed, and a child weighing 7 lb. 10 oz. was born in twelve hours.
1456.--para, aged 20. Membranes ruptured twelve hours before admission. Doctor tried to dilate up cervix nine hours after the iiembranies ruptured, while the patient vas under an anesthetic, but failed and sent her into hospital as a transverse presentation-. By abdominal examination it was found that the head was engaged, and no further exalmlination was necessary. An injection of morphia and scopolamine was given, and an enema. The patient delivered herself of a female child weighing 4 lb. (Pelvic measuremeents, 10 in., 104 in., 71 in. 428.-3-para, aged 26. In labour twenity-four hours. Numnerous vaginal examinations. Sent in as a breech. Was a case of prolapsed arm and cord, and a living child weighing 7 lb. was delivered as a breech, after an internal version had been perforilled.
218.-4-para, aged 35. The doctor had discovered a prolapsed cord. He therefore attempted to deliver with the forceps and failed. He sent for another doctor who also failed.
The woman was sent into hospital late at night as an urgelnt case, but the baby was born in the taxicab.
A case of hydrocephalus. The doctor pulled with the forceps for lhours. They slipped off oni mlany occasions. Skuill was perforated without any anesthetic, and the body was easily led ouit with Brillet forceps.
Mliscarriage.-6-para, aged 27. Army pulled off and patient sent to hospital, where she delivered herself spontaneously. 582.-7 para, aged 35. Placenita previa. Plugged with two lumps of cotton wool the day before admission.
892. 5-para, aged 38. Placenta previa. Marginal. Awoke in pool of blood two days before admission. Nurse told her there was nothing to do and that she had better get on with lher work. Temperature 99'2' F. Pulse 112 on admission. 7-para, aged 27. Placenta prievia. Twenty-six weeks X. Ve-y collapsed and anemic. Had been plugged by doctor two days before admission-but she had coughed out the plug almost at once. I requested the doctor not to plug again before sending her in-as he had suggested.
59.-3-para, aged 836. Ante-partum hbemorrhage for twenty-four hours. She was told that she was a. very rare case with her "heart in her bowels." Very ill and collapsed onl admliission. Many cases of toxwmia were kept unrecognized for days before being sent into hospital. One patient-booked as in-patient for delivery-was kept at home for fifteen days because she was too ill to be moved. She then came into hospital to die in a few hours. At least nine women died during the year as a direct result of sheer bad midwifery.
It is obvious that for every one case admitted to the hospital after unsuccessful attempts at forceps delivery there were several women wlhose children were dragged from them, dead or alive, througlh half-dilated cervices.
Nearly every case sent in by a doctor had previously been vaginally examined on several occasions by the midwife.
There can be no shadow of doubt that the doctors and midwives were directly responsible for those and many other similar cases that occurred in Leeds. There is also no reason to believe that the state of affairs in Leeds is any better or any worse than it is in any other industrial centre.
In my opinion the teaching authorities are, if anything, more responsible for the bad midwifery than are the units who actually misapply the forceps. The truth of this contention was very forcibly borne in upon me by the following experience. One of the above-mentioned cases was admitted with the head high and the cervix one-half dilated. The doctor who had sent her in telephoned to me that evening to know what had been (lone. I explained that I had given some scopolamine as the cervix was not yet fully lilated. He got rather annoyed with me, and said that hle was a strong man and had pulled hard, and that he was certain that the head could not come down. The head did come down to the perineum. I unwisely wrote inside the chart: " The second case of damnable midwifery of the meddlesome type that has been admitted in the last two days." The doctor visited his patient and read the chart, and asked if he could see me. He was exceedingly nice and said frankly that he did not know anything about midwifery. He had qualified in the last three years, and had had no clinical instruction in midwifery. The l)atient made a great deal of noise and he felt he ought to do something. He was amazed to hear that the head came down, and promised never again to apply the forceps until the cervix was fully dilated. I have discussed this subject with many doctors, and they all admitted that they had to learn whatever midwifery they knew at the expense of their patients.
There is one other important consideration. Many practitioners, rightly or wrongly, are very unwilling to send patients into hospital, as they consider that they know as much about midwifery as do the members of the hospital staff, who are themselves very often engaged in general practice.
Looking at the matter from another angle, how is it possible for the doctors to know anything about the subject? The students attend large numbers of lectures, which may or may not be more valuable than reading books. They may even get a certain amount of bedside teaching-so-called clinical instruction. They do not, lhowever, receive the one thing that is necessary. It is of no use to tell a man in a lecture that he should not apply the forceps until the cervix is fully dilated.
It is necessary for a man to be very sure of himself to refuse to apply the forceps in the face of pressure from the husband and relations after a woman has been in labour for some hours. He wants to do sometlhinghe is expected to (1o somethling -and he is not sufficiently experienced and confident to exercise masterly inactivity, that virtue which is of great price. He must be shown, while a student, how such cases are treated. A person living in, or close to the hospital, should demonstrate the treatment of such cases at frequent intervals, and the fact that the woman can in 95 per cent. of cases deliver herself. He should be taught the use of such drugs as scopolamine and morphia. He should learn that 95 per cent.
Of cases in labour can be conducted by inspection, together with Pawlik's grip.
The resident medical officer is, in most cases, far too inexperienced to conduct this teaching. He is, in fact, in many cases, afraid of the labour ward sister, and realizes that she knows more about normal midwifery than he does. It is no exaggeration to state that a man only begins to realize that he knows nothing about midwifery after he has lived for a year in a maternity hospital. Here is the crux of the matter, and it is in the solution of this problem that the hope for the improvement of midwifery lies. It is the present hospital system that is responsible for the bad midwifery in this country, not the Universities, not the specialists, not the practitioners, and not the midwives.
The bospital system of this country evolved in its present form when medicine and surgery were the only two subjects worthy of consideration. An attempt has heen made to graft the new plant of obstetrics into the old stem, and it is a failure. It is possible for a surgeon to say, " I will operate at such and such a time tomorrow," or for the physician to do his rounds at a stated time. The surgical and medical conditions persist for some hours if not days, and the student is thus able to learn all that is possible about the diagnosis and treatment of the conditions from those best able to teach. It is not possible for the obstetrician to say, " I will apply the forceps at 11 o'clock to-morrow," or " I will do a version for placenta proavia to-night." The conditions in midwifery are all emergencies, and the teacher and his student must reside in or close to the hospital. This fundamental difference between obstetrics and surgery or medicine has not been sufficiently appreciated.
Until there are several combined gynaecological and maternity hospitals in the country-where men can stay and learn midwifery and gynawcology under some teacher, for at least three years, improvement cannot be anticipated. The hospitals must be combined, for no man can afford to stay three years doing nothing but midwifery, and then start to learn gynaecology.
The following is a short account of the Rotunda Hospital: it is managed by a Master who holds his appointment for seven years, and two Assistant Masters who hold their appointments for three years. The extern department is managed by two extern assistants who are responsible to the Assistant Masters, and give the anaisthetics in the hospital. No man can be appointed as extern assistant until he has (lone a six months' course in midwifery-either as a student or post-graduate. No man can be appointed as Assistant Master until he has been extern assistant. No man can be appointed as Master unless he has been an Assistant Master.
The Assistant Master does one month's work on the maternity side and the next month's work on the gynwcological side. All the work in the hospital is done either by the Master or his assistants. All the records are carefully kept by the assistants, who actually do the operations.
If the results in the treatment of lIacenta pravia are better in Dublin than anywhere else it is not because the Irish women are hardier than others, but because it is not considered justifiable to leave the treatment of such a dangerous condition to a person with very little experience, any more than it is right to leave the treatment of a perforated gastric ulcer to a house surgeon.
If there are less Casarean sections in the Rotunda Hospital, and less cases in which labour is induced, it is because those whlo treat the cases live in the hospital and do not decide in a hurry what treatment to adopt. They are content to watch the process of labour at frequent intervals. In an illuminating address on the Renaissance of Midwifery," Dr. Herbert Spencer stated that Baer, the. founder of the great Viennese school, studied with Smellie and Hunter, and adopted the Britisl lractice, " having learnt in France what art, in England what nature, could do." I am afraid that in many centres in England to-day nature is not having much of a chance. The fact remains that the Rotunda always has from twenty to fifty students and post-graduate students from all over the Empire and America in residence. I remember an American who went to London with letters of introduction fromn leading surgeonis in America to two of the best known obstetricians in England. They said to him, "If you have come to learn midwifery, get out, of England and go to the Rotunda."
Imitation may be the sincerest form of flattery, but it is equally true that a great man is not ashamed of recognizing greatness in others, nor of adopting and trying to improve upon a system which he thinks is better than his own. The system of a large number of honorary officers on the staff of one hospital makes it impossible for a definite and consistent line of treatment to be carried out for any reasolnable. period of time.
It is, moreover, almost impossilAe for the staff thoroughly to supervise thle nursing and internal management of the hospital. The result is that arrangements which should be under the control of the obstetricians l)ass into the control of the matron and nursing staff. I am convinced that a low maternal morbidity rate can only be obtained if a thoroughly well trained and competent doctor lives in the hospital, and makes it his business to supervise every detail of the routine (such as the cleansing of bedpans and douche pans, &c., and the m--ethods adopted for normal (leliveries and normal vaginal "wash-ups").
The students in England very often deliver fewer cases than the nurses, and are taught by p)eople who have had very little olpl)ortunity of learning conservative midwifery. I, myself, know many friends with little or no experience of practical inidwifery, who have been appointed to the staffs of maternity hospitals. It is impossible to learn midwifery through being appointed to the staff of a hospital. The result is a perfect orgy of Caesarean sections. The reports of the maternity hospitals offer testimony of these facts. Worse than that if a man through obtaining a surgical qualification is appointed gynaecologist to somne hospital, he becomes ipso facto an obstetrician. A cynic could say hard things, considering that a great part of the work of a gynacologist is to rel)air the effects of bad midwifery. I plead, therefore, that there should be three or four imnl)roved Rotunda hospitals in England, not merely maternity hospitals, but schools of midwifery, where students can reside and learn practical conservative obstetrics by a process of osmosis. The future doctors will then learn not to interfere with normal labour, and to send abnormal cases into some institution where there will be somebody fully qualified to treat the abnormality. It is surely reasonable to claim that no operation, other than low forceps, should be carried out in a private house. In the Leeds Maternity Hospital out of 1,505 deliveries, including a large number of cases sent in from outside, the forcep's were only applied on fifty occasions, and in all but seventeen cases the head was at the outlet.
The training of midwives also needs changing. I would suggest that they should be forbidden ever under any circumstances to mnake a vaginal examination. If the case is normal no vaginal examination is necessary. If the case is abnormal a vaginal examination is strongly contra-indicated.
The midwife can find out wlhetlher the head is engaged by abdominal palpation. If the patient is bleeding the case is obviously abnormal. If it is desired to find what is the dilatation of the cervix this can be done with ease by rectal examination. In a book recently published rectal examinations were condemned on three dixounds:
(1) The gloves cannot be sterilized after such an examination.
(2) There is a risk of dcamaging the walls of the rectum.
(3) Nothing can be made out.
The first two reasons need not be discussed. The third is equally inacceptable. In the Leeds Maternity Hospital all the cases were conducted by rectal examinations. After the nurses had carried out their prescribed vaginal examinations they made rectal examinations; so also did the students. I claim that it is almost as easy for . nurse to find out all that she wants per rectum, as it is for her to do so per vaginam.
No emergency case was admitted during the year which had not been examined vaginally on many occasions before the doctor was called.
Nurses are expected to be acquainted with a great deal of theory, and are forcedin examinations to say that they would do all sorts of operations in an emergency. I know one nurse who was driven to say that she would remove a placenta, miianually, and then plug the uterus, using a poker! She passed first of all the candidates.
The fundus was not controlled during the third stage of labour in any case in the Leeds Maternity Hospital during the year 1925. Only two placenta needed to be removed nmanually. No cases of post-partum heemorrhage required any intra-uterine douche or manipulation. If the midwife practises in a very lonely spot I would suggest that she should receive a special licence to remove the placenta if necessary. I would, however, claim that it is a very unwise thing to give uneducated women the right to remove a placenta, to carry out an operation for which they are not trained, and an operation which is by no means easy, is rarely indicated and is always risky.
SEPSIS. I have the temerity to suggest that it is an unfortunate fact that the Britislh Medical Association Committee who have drawn up the interim report on the "Causation of Puerperal 'Morbidity and Mortality," have suggested that further p)rog,ress in the knowledge of p)uerperal sep)sis is most likely to be made by the study of the endogenous causation of infection. They refer to the exceedingly interesting and instructive paper read by Fitzgibbon and Bigger before the Obstetrical Congress in London. I have only two observations to make: (1) Every case investigate(d was vaginally examined on at least two occasions by a nurse. (2) 1 do not believe it is possible, by any device as yet evolved, to obtain a culture from the uterus that is free from cervical contamination. I have been trying in vain to discover an authentic case of fatal sepsis that occurred in a woman who had never been vaginally examined. I certainly have never seen such a case. It must be remembered that some methods of normal delivery amount to a prolonged vaginal examination. There is not the least doubt that the great majority of morbid cases become so by infection introduced from without.
Only 5 per cent. of the 1,505 deliveries in the Leeds Maternity Hospital during 1925 were morbid, as judged by the British Medical Association statndard. Of the normal deliveries numbering some 1,200, only thirty were morbid according to the British Medical Association standard, and of these thirty, eighteen were morbid on not more than three occasions. A midwife would have had to report only twelve cases as being morbid.
All patients admitted to this hospital from outside after operative interference were given 40 c.c. of anti-streptococcus serum. This serum was given in seventy-six cases. In fifty-seven cases the puerperium was normal, in three cases morbidity was noted on four or less than four occasions, while in twelve cases the morbidity was of longer duration. There were four fatal cases.
This, I think, is the lowest morbidity that bas ever been claimed by any maternity hospital in the British Empire, and I consider it due to:
(1) The minimum interference during delivery; (2) the free use of 1/1000 biniodide of mercury throughout the hospital; (3) the abolition of all binders, so that the patients were free to sit up in bed within twelve hours of their confinement;
(4) free purgation. Every patient received 2 oz. of castor-oil the morning after her delivery, and some purgative every night she was in hospital; (5) the serum given to contaminated patients. Without doubt this serum is of great value in preventing sepsis from occurring, if it is given soon enough, and in large enough doses. Once the patient is septic it appears to be absolutely valueless. A marked serum rash was noted in a few cases, and a rather severe anaphylactic reaction occurred ill one patient. It is clear that if the serum is to be given at all it should be given in moderately large doses, and it is to be hoped that it will soon be offered for sale at a much lwer price. The serum was not given to any non-contaminated patient, however severe the operation.
This low morbidity was obtained in spite of the fact that the hospital is badly constructed, and more than eighty patients were often nursed although there was only proper accommodation for fifty beds. I have often seen more than a dozen patients sleeping on mattresses on the floor. Puerperal sepsis is not caused by bad surroundings but by bad midwifery.
THE CONTROL OF THE PERINEUM. In an effort to get further back to nature I requested the sisters to allow 100 women to deliver themselves, by themselves, while the nurse was standing at a distance from the bed, with the following results: This was termed the "Garden of Eden " method of delivery. Two hundred cases were then delivered by the modified "Garden of Eden " method. All the nurse di(d was to prevent the head from being born "with a flop." The results were as follows:
No. The woman is allowed to get into any position she chooses. There is no feeling for the cord, there is no lifting of the leg, causing the woman to feel exposed, ancd there is no possible contamination of the nurse's hands with the contents of the bowel. This method, while interfering with nature as little as possible, gives results which are as good, if not better, than any ritual for the control of the perineum.
There is one more subject to which I should like to allude. Some two years ago Dr. Bigger and I read a paper before the Royal Academy of Medicine in Ireland showing that gloves could be sterilized by washing with soap and water, using a scrub brush if necessary and then immersing the gloved hands in 1/1000 biniodide of mercury for half a minute. Nobody has disputed the truth of these contentions, but some have said that the doctrine is dangerous.
At the present moment the great majority of midwives in practice get feces on their hands every day, and make vaginal examinations without gloves. Boiling destroys the gloves, whereas if the gloves are washed and treated with the care that is bestowed on a crepe-de-chine camisole, they will last for a long time. I contend that it is much safer for a midwife to use gloves so sterilized, and not to make vaginal examinations, than to make vaginal examinations with her bare fingers which *cannot be sterilized. Feces are gross dirt and can be easily washed off, and they are often less harmful than the discharges of the vagina which may nlot have an offensive odour.
Further, it is impossible for a doctor to apDly the forceps or to clear out an abortion single-handed, in an antiseptic manner, unless he adopts the method I have suggested. There is no need for a sterilized drum to conduct midwifery with safety.
In the Led's 'Maternity Hospital I neither used nor allowed the assistant to use any sterile towels in the delivery of such cases as might have to be treated in a private house.
In contlusion, the results in midwifery in England and Wales are bad, and are a great dealaworse than the figures would suggest. The solution of the problem lies in a retuirn to nature, and in better midwifery. This desired result can only be obtained by drastic changes in the teaching of midwifery. I suggest that the whole attitude towards midwifery be altered and that (1) Nurses be forbidden to make vaginal examinations.
(2) Nurses be forbidden to deliver breech presentations.
(3) Nurses be forbidden to control the fundus during the third stage. (4) That the modified "Garden of Eden" method of delivery be adopted. (5) That binders be abolished, and free drainage and purgative's during the puerperium;be obtained.
(6) That several large combined gyntecological and maternity hospitals be instituted on the lines of the Rotunda Hospital.
(7) That the student should spend less time watching operations he will never lerform, and a great deal more time watching normal labour, while living in a maternity hospital. There is no need for him to spend more time at gynaecology.
The efforts at improvement during the last twenty years have failed. The general public aie getting alarmed. There is, I fear, a strong probability that a State Medical Ser\iice 'may be forced on the profession, and the bad state of midwifery may be a strong argument in its favour.
When, however, I reflect on the care, skill, team work, and money expended in the operating the'atres of our land in patching up broken men and women, and reflect on the inadequate training which allows men to kill and cripple women in their prime, women who are performing the act for which they were primarily created; when I consider the sum total of misery which is daily mounting up through bad obstetrics, when I consider' that the names of Smellie and Hunter are no longer mentioned in the literature of obstetrics-I feel constrained in all humility to make a plea for radical changes in the attitude towards midwifery, and to hope that these changes will be made by the profession before unnecessary and ill-directed control is exerted by the State.
Discussion.-Lady BARRETT expressed the thanks of the Section to Dr. Theobald for his spirited paper on behalf of mothers. She con-sidered his warnings against over-interference in the guarding of the perineum and the control of the uterus after birth as practically useful.
Dr. Theobald had also indirectly pointed the way by which we might avoid precipitate interference in labour in private practice due to the importunities of the patient and her friends; namely, by more systematic teaching about and use of suitable analgesics during the early stages of labour.
Dr. ,J. S. FAIRBAIRN said he colnsidered Dr. Theobald's paper timely and justified by the conditions now prevailing in the teaching anid practice of midwifery. Reform was urgently called for, and he would advocate a return to fundamental principles as the most essential need of the present day.
Throughout medicine the ultimate objective was the maintenance of normal function, and in obstetrics our efforts nlust be directed towards securing for our patients a physiological pregnancy, parturition and puerperium. Till this principle was recognized and acted upoll whole-heartedly by all teaching and practising midwifery, the frequency of disasters, such as those quoted that evening, would not be lessened. Many practitioners would appear to consider that their function was to get their patients delivered somehow, but, in any case, as quickly as possible.
At the Portsmouth meeting of the British Medical Association he (the speaker) had urged a more extensive study of, and greater effortto attain, physiological parturition, but his views were pooh-poohed as visionary and impossible in practice. Dr. Theobald would find that even if he brought up his students in the way they should go, it would not necessarily follow that when they had grown up into practitioners they would not depart from it. However welldrilled in the methods he had advocated. few of theni would also have the strength of character to overcome the pressure of entreaty from patients and relatives to terminate labour early and artificially, and yet survive in the competition for practice. He knew striking instances of his own students and house officers, strong both in faith and in purpose, who had regretfully acknowledged defeat in th6 struggle. In other words, the public also required education, and without some change in the system and conditions of maternity practice, reform, like the labours, would be difficult and delayed.
The reader of the paper seemiied to be unduly severe on the midwife and her training, buit surely a wider use of her services must be part of the campaign on behalf of physiological parturition. If the true criterion of success was the degree of the physiological parturition attained, the best results were to be found where the trained midwife conducted the labours and sent for mnedical aid only when there was need for it, as shown not only by the better maternal mortality rates in those countries with a well-organiized service of midwives, but also by individual results in this country when this system was adopted. In working out the figures of the East End Mothers' Home for the past four years he had found over 95 per cent. of normal and unassisted deliveries, a forceps rate of but 1 per cent. in outdoor cases, and under 4 per cent. in cases in the hospital, with only six maternal deaths in nearly 9,000 deliveries, or a rate of O'66 per 1,000, about one-sixth of that of the country generally. The midwives of the Queen \'ictoria Jubilee Institute, who attended over 50,000 cases a year, had a rate of less than half the national rate, and in both these instances the medical assistance obtained by the midwife wvas that of a local practitioner.
Another point to which he would call attentioni was in regard to Dr. Theobald's advocacy of the Rotunda plan of having an experienced Master resident for seven years in supreme eharge, in preference to visiting consultants. That plan was advocated by the Committee on Teaching in a report to the Council of this Section and adopted by it in 1919, though there was a minority report against it. The details would be found in the Proceedings for that year.' [Febritary 4, 1926 . ' Proceedin?gs, 1919 THIS tumour was removed from an unmarried girl, aged 23. Her periods began at the age of 17, were normal until she was 21, after which for two years she lost successively five to seven weeks, with one week's interval of freedom. She lost continuiously for three months in the spring of 1925, and was curetted by a local doctor without relief.
Later on, having lost for nine months continuously, she was seen by a doctor who urged me to admit her to hospital. I found on examination a movable firm lump in the pelvis, which I took to be a fibroid.
The operation was carried out on November 30, at the Metropolitan Hospital, and on the abdomnen being opened a large solid ovarian tumour was found, the size of a duck's egg. On section it was of a bright yellow colour, and appeared to be encapsuled with the ovarian stroma pushed aside to one end of the growth.
The section shows an endothelioma with strands of cubical cells.
Since then she has had two normal periods of three to four days, and is improving rapidly.
REPORT OF THE PATHOLOGY OOMMITTEE OF THE SECTION OF OBSTETRICS AND GYN2ECOLOGY.
"We consider from the various appearances that the tumour is an endotheliom-la, of the ovary.
(Signed)
T. G. STEVENS, HERBERT SPENCER, JOHN BARRIS, ALECK BOURNE, A. C. PALMER, EVERARD WILLIAMS."
